The Epstein-Barr virus (EBV) is an ubiquitous human herpesvirus that mainly infects B-cells. After primary infection, EBV can induce both replicative (productive or lytic) and latent (persistent) infections in lymphocytes. Latent EBV infection is linked to the development of severe chronic active EBV (SCAEBV) infection with T-cell/natural killer cell (T/NK-cell) lymphoproliferative disorder (LPD) [1] . SCAEBV infection with T-cell LPD is characterized by persistent or recurrent infectious mononucleosis (IM)-like symptoms: high titers of anti-EBV antibodies, the presence of EBV genomes in affected tissues, including peripheral blood, chronic illness that cannot be explained by other known diseases, and monoclonal proliferation of EBV-infected T-cells [2] .
An Adult Case of Severe Chronic Active EpsteinBarr Virus Infection with T-Cell Lymphoproliferative Disorder
To the Editor,
The Epstein-Barr virus (EBV) is an ubiquitous human herpesvirus that mainly infects B-cells. After primary infection, EBV can induce both replicative (productive or lytic) and latent (persistent) infections in lymphocytes. Latent EBV infection is linked to the development of severe chronic active EBV (SCAEBV) infection with T-cell/natural killer cell (T/NK-cell) lymphoproliferative disorder (LPD) [1] . SCAEBV infection with T-cell LPD is characterized by persistent or recurrent infectious mononucleosis (IM)-like symptoms: high titers of anti-EBV antibodies, the presence of EBV genomes in affected tissues, including peripheral blood, chronic illness that cannot be explained by other known diseases, and monoclonal proliferation of EBV-infected T-cells [2] .
In here, we report a case of SCAEBV infection in which T-cell LPD was confirmed by lung biopsy with videoassisted thoracic surgery (VATS) in an adult Korean patient with a history of follicular lymphoma (FL).
A 57-year-old man was admitted to Korea Cancer Center Hospital with the chief complaint of intermittent fever for four months. He had lost 5 kg weight over a period of 2 months and had a sore throat, night sweating, and intermittent uveitis. Approximately 4 years prior to his admission to our hospital, he was diagnosed with FL (histologic grade 3, Ann Arbor stage IIA) involving both tonsils and both internal jugular chain lymph nodes.
A complete response (CR) was achieved after six cycles of therapy with rituximab, cyclophosphamide, vincristine, and prednisolone followed by radiation therapy, and the CR status was maintained by the patient for 3 years. Therefore, we initially suspected FL recurrence or FL transformation to diffuse large B-cell lymphoma (DLBL). Imaging studies revealed the presence of multi- The infiltrates were mainly composed of medium-sized T-cells. The tumor mass contained multifocal necrotic and apoptotic areas ( Fig. 2A and 2B) . Immunohistochemical staining demonstrated that the tumor cells were positive for CD3 and granzyme B, but negative for CD8, CD56, CD4, CD10, and CD20 ( Fig. 2C-2F ). Most cells were Ki-67-positive proliferating cells (Fig. 2G) . In situ hybridization with EBV-encoded RNA confirmed the presence of EBV in a majority of tumor cells (Fig.  2H ). T-cell receptor gamma (TCRγ) gene rearrangement showed a monoclonal pattern (Fig. 3) . Therefore, the final pathologic diagnosis was EBV-positive T-cell LPD. Additional EBV in situ hybridization was performed on the previously obtained lung and liver biopsy tissues, and focally positive EBV expression was noted in TCRγ gene rearrangement
